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Although unilateral peritonsillar abscess is a common complication of acute bacterial tonsillitis, bilateral peritonsillar abscesses
are quite rare. The incidence of unsuspected contralateral peritonsillar abscess identiﬁed at tonsillectomy has been reported to be
between 1.9% and 24%, while the overall incidence of bilateral peritonsillar abscess is reported to reach 4.9%. Diagnosis can be
based on clinicalcriteria or imagingtechniques. As far as the treatment is concerned, it is generally accepted that the basicstrategy
consists of systemic antibiotics and drainage of the pus. We report the case of a 19-year-old girl, treated in the emergency room
with a bilateral diagnostic needle aspiration followed by bilateral incision and drainage along with intravenous clindamycin plus
anti-inﬂammatory agents and hydration. Following treatment, the patient progressively experienced a marked alleviation of her
odynophagia. She was discharged 48 hours later on a 10-day course of clindamycin.
1.Introduction
Peritonsillar abscesses (PTAs) are collections of purulent
material that usually develop outside the tonsillar capsule
near the superior pole. They develop as the most frequent
complication of acute tonsillitis, when the infection spreads
from the crypts to the loose alveolar peritonsillar tissues.
They are mainly situated in the region of the upper pole
and involve the soft palate pushing the tonsils forwards and
towards the midline. The condition is usually unilateral and
mostly aﬀects young male adults (2:1 male preponderance)
[1–6].Inour10-yearseries(1999–2009),maletofemaleratio
is about 100/63 (Figure 1), with the majority of the cases
diagnosed between 20 and 40 years of age (Figure 2).
Peritonsillar abscess is believed to be part of a clinical
modalitythatprogressesfromacutetonsillitistoperitonsillar
cellulitis and ﬁnally to peritonsillar abscess. The most com-
mon symptoms at presentation are sore throat, odynopha-
gia (usually unilateral), dysphagia, otalgia, trismus, oral
drooling, and high fever. Early diagnosis, with drainage
of the abscess, is crucial to prevent perforation into the
parapharyngeal/retropharyngeal space and further spread
along the neck vessels to the mediastinum and skull base.
Possible aspiration and severe upper airway obstruction due
to epiglottis or laryngeal oedema may develop if treatment is
delayed [3, 5–7].
The methods of accomplishing drainage have been var-
ied, and the appropriate approach to the deﬁnitive treatment
of peritonsillar abscess isstill controversial. The theurapeutic
options, in general, include needle aspiration, incision and
drainage, quinsy tonsillectomy, intravenous antibiotics, and
steroid therapy. Although unilateral peritonsillar abscess
is a common complication of acute bacterial tonsillitis,
bilateral peritonsillar abscesses are quite rare. The overall
incidence of bilateral PTA is reported to reach 4.9% [3, 5–
8]. In most bilateral cases, an unsuspected contralateral
abscess is discovered during tonsillectomy. The incidence of
unsuspected contralateral peritonsillar abscess identiﬁed at2 Case Reports in Medicine
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Figure 2:Diagnosedperitonsillarabscesses:Rangeofageinour10-
year series (1999–2009).
tonsillectomyhasbeenreportedtobebetween1.9%and24%
[3, 5–8].
2.CasePresentation
A 19-year-old girl presented to the emergency department of
ourHospitalwith a6-day history ofworsening odynophagia,
bilateral earache, diﬃculty in swallowing solids, subjective
fever, and signiﬁcant trismus. Despite oral Clarithromycin
prescribed by her GP, her symptoms worsened in the 24
hours preceding admission. Intraoral examination revealeda
diﬀuselyerythematoussoftpalateanduvula,withprominent
swelling and midline protrusion (Figure 3). She showed no
signs of upper airway obstruction in ﬁberoptic endoscopy.
Laboratorytestsrevealedasigniﬁcantincreaseofwhiteblood
cells, normal electrolytes, and no monocytosis.
As the patient presented with signiﬁcant symmetrical
bulging of the soft palate, she was treated in the emergency
roomwithabilateraldiagnosticneedleaspiration(a10gauge
needle was used) followed by bilateral incision and drainage
(Figure 3). Computed tomography was not performed as the
diagnosis was clear.
Although bilateral peritonsillar abscesses are quite rarely
diagnosed, it must be taken into account that tonsillitis
is obviously a bilateral disease in most cases. Therefore,
development of a peritonsillar cellulitis or abscess is quite
likely to occur bilaterally [3]a sh a p p e n e di nt h i sc a s e .T h e
ﬁnal progression of this—initially bilateral—disease on any
side usually depends on the patient’s physical condition and
Figure 3: The bilateral Peritonsillar absesses in our case (12 hours
after the initial incision and drainage which followed diagnostic
needle aspiration).The incisions are still clearly visible.
systemic response to infection, on former surgical interven-
tions in the oropharynx and on prior medical treatments,
especially with antibiotics [3, 5]. In our case, the patient was
treated with Clarithromycin for 5 days before her admission
and was also seriously dehydrated and malnutritioned for
about one week, due to her signiﬁcant odynophagia. These
factscouldhaveinﬂuencedthephysicalhistory ofthedisease,
leading to this rare bilateral diagnostic modality.
Foul-smelling pus was drained from both abscesses and
sent for aerobic and anaerobic cultures and determina-
tion of sensitivities. The aerobic culture grew few alpha-
hemolytic streptococci, occasional beta-hemolytic strepto-
cocci(not group A or B),rare Staphylococcusaureus,a n dra r e
Candida albicans. The anaerobic culture grew few beta-
lactamase-positive Prevotella melaninogenica and few other
beta-lactamase-positive, anaerobic, gram-negative rods. No
penicillin-resistant organisms were isolated.
The patient was admitted to our clinic and treated with
intravenous clindamycin plus anti-inﬂammatory agents and
intravenoushydration. Followingtreatment, thepatient pro-
gressively experiencedamarked alleviationofherodynopha-
gia. She was discharged 48 hours later on a 10-day course
of clindamycin. A followup intraoral examination one week
later showed a well-resolved infection and normal mucosa.
3.Discussion
Unilateral peritonsillar abscess (PTA) is a common compli-
cation of acute bacterial tonsillitis and has been described
since the time of Hippocrates [1–3]. However, bilateral
peritonsillar abscesses are quiterare. Reports in the literature
with regard to the incidence of bilateral abscesses are
quite varied. The larger percentage includes cases where
an unsuspected contralateral abscess was discovered during
tonsillectomy. The incidence of unsuspected contralateral
peritonsillar abscess identiﬁed at tonsillectomy has been
reported to be between 1.9% and 24%, while the overall
incidence of PTA is reported to reach 4.9% [3, 5–8].
As tonsillitis is an infection mostly involving bothtonsils,
it is probable that progression to peritonsillar abscess also
occurs bilaterally, with the developmental stages of theCase Reports in Medicine 3
abscessesbeingdiﬀerentoneachside.However,mostauthors
support that the individual’s systemic response to infection,
antibiotics, or surgical intervention may interrupt the pro-
gression of this disease at any stage [3]. Moreover, adequate
antibiotic treatment as well as incision and drainage of the
obvious abscess is often likely to suppress the development
and even mask the presence of a peritonsillar abscess on the
opposite side [3] Therefore, we do believe that the cases of
bilateral abscesses are quite likely to be underreported.
The vast majority of peritonsillar abscesses harbor
multiple organisms. The most common aerobic organisms
isolatedare Streptococcuspyogenes,Streptococcusmilleri, Hae-
mophilus inﬂuenza, and streptococci group viridans, while
fusobacterium and Prevotella melaninogenica are reported
to be the usually involved anaerobic organisms [3, 6]. In
our case, the culture results demonstrated quite diﬀerent
organisms than expected, such as Staphylococcus aureus
and Candida albicans. This fact could be attributed to the
recent treatment with Clarithromycin, as well as to multiple
antibiotic treatments involved during the last 6 months, as
the patient’s history revealed.
The intraoral appearance of a bilateral peritonsillar
abscess lacks the classic asymmetry and uvula deviation that
are considered to be the hallmarks of a unilateral abscess.
Moreover, antibiotic, anti-inﬂammatory, or steroid treat-
ment may often mask the signs and symptoms of PTA
[3–7]. Therefore, bilateral abscesses can be confused with
other conditions such as bilateral lymphomas of the tonsils,
inﬁltratingcarcinomas ofthesoftpalateoruvula,anytumors
of the small salivary glands of the oral cavity, tonsillar
cellulitis, or infectious mononucleosis [3–7]. That is the
reason why some authors support that contrast-enhanced
CT imaging can help diagnose bilateral PTA and should be
considered in the presence of marked trismus but with the
absence of unilateral inﬂammatory ﬁndings [9]. However,
contrast CT scan is quite expensive and usually not available
immediately. Therefore, we believe that the diagnosis of
bilateral peritonsillar abscesses should be kept in mind when
the clinical presentation suggests the diagnosis of PTA, but
thephysicalexamination revealsbilateralswollentonsilswith
a midline uvula. In such cases, needle aspiration is a reliable
alternative diagnostic procedure as it leads to immediate and
accurate diagnosis in most situations. Some authors also
support the diagnostic use ofintraoral ultrasound incooper-
ative patients [10–12], reporting signiﬁcantly good results.
In our case, the patient presented with signiﬁcant sym-
metrical bulging of the soft palate and signiﬁcant trismus.
She was treated in the emergency room with a bilateral
diagnosticneedleaspiration which waspositiveinbothsides.
This initial procedure was followed by bilateral incision and
drainage. Computed tomography was not performed as the
diagnosis was quite clear right after the bilateral diagnostic
needle aspiration.
As far as the treatment of peritonsillar abscess is con-
cerned, it is generally accepted that the basic strategy
consistsofsystemicantibioticscoveringgroupAβ-hemolytic
streptococci which is reported to be the most common
oﬀending organism and subsequent drainage of the pus
[3–7]. Drainage of the pus from the abscess cavity can be
accomplished via needle aspiration (sometimes ultrasound-
guided), incision-drainage, or immediate (quinsy) tonsillec-
tomy [3–8].
The surgical treatment of peritonsillar abscess that is
not complicated with upper airway obstruction still remains
controversial. Immediate tonsillectomy is an easy to perform
one-stage surgical procedure assuring quick relief of trismus
and pain and total evacuation of the pus. Such an opera-
tion may subsequently reveal an unsuspected contralateral
peritonsillar abscess as well [3–8]. On the contrary, incision
and drainage which is also supported by many authors
is an awkward procedure, very unpleasant for the patient
that could often lead to incomplete evacuation of the
abscess cavity. That is the reason why the procedure is
often necessary to be repeated several times. Besides, if an
interval tonsillectomy is planned, such an operation could
be technically more diﬃcult because of the ﬁbrosis of the
tonsillar bed usually developed [3–8].
Quinsy tonsillectomy supporters also cite the need to
prevent a recurrent abscess. However, those who favor only
incision and drainage state that the reccurence rate has
not been clearly deﬁned. In fact, the reported frequency of
recurrent peritonsillar abscessinseveralseriesis5.9to22.7%
[3].
Most authors accept that both needle aspiration and
incision-drainage are the mainstay of management for the
majority of peritonsillar abscesses and are reported to be
equally eﬀective for the treatment of the disease, whereas
immediate tonsillectomy is now considered to be a reliable
and safe procedure, suggested for bilateral cases, immun-
ocompromised patients, or in cases with no response to
systemic antibiotics or incision and drainage [3–8, 13].
On the other hand, initial conservative (nonsurgical
treatment) is still supported by some authors in selected
cases, before taking the risk of surgical drainage [13–15].
This strategy is reported to be involved especially in cases of
inferior poleperitonsillar abscess,providedthatthepatientis
immunocompetent and has no signiﬁcant systemic diseases
[14,15].Thepatientistreatedwithparenteralantibioticsand
is under close observation for the ﬁrst 48 hours. We suggest
that poor response to antibiotics, progressively deteriorat-
ing clinical status or development of other complications,
should always redirect the theurapeutic plan towards the
surgical management. Moreover,theauthors believethatthis
conservative strategy could also be involved for the ﬁrst 48
hours in selected cases of peritonsillar celullitis, provided
that diagnostic needle aspiration is negative in both sides
and there is no evidence of immunodeﬁciency or any clinical
signs or imaging data which would make the physician to
suspect a life-threatening complication.
4.Conclusions
Although unilateral peritonsillar abscess is a common com-
plication of acute bacterial tonsillitis, bilateral abscesses
are quite rarely diagnosed. The intraoral appearance of a
bilateral peritonsillar abscess lacksthe classic asymmetry and
uvula deviation. That is the reason why the ENT surgeon4 Case Reports in Medicine
must keep this diagnostic modality in mind, even if the
clinical appearance is not entirely suggestive, especially if
previous antibiotic or steroid treatment has been involved.
Diagnosis can be supported by both imaging techniques
(such as CT or intraoral ultrasound) and bilateral needle
aspiration. Treatment of choice consists of systemic antibi-
otics and drainage of the pus via bilateral incision and
drainage or immediate quinsy tonsillectomy. Initial con-
servative (nonsurgical treatment) is supported by some
authors in selected cases, before taking the risk of a surgical
approach.
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